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Abstract 
Background: To evaluate success rate, 
complications and outcome of laparoscopic surgical 
approach towards symptomatic cholelithiasis.     
Methods: In this descriptive study 
,patients(n=3100), 2780 females and 320 male, with 
symptomatic cholelithiasis were  subjected to 
laparoscopic cholecystectomy. Patients having a 
suspected, common bile duct stone, were excluded.  
Standard four port technique was adopted, after 
creating pneumoperitonium through Veress needle. 
Umbilical port was introduced for laparoscope,one 
epigastric port both 1 cm and 2 ports in right 
hypochondrium of 5 mm for instrumentation. Calots 
triangle was dissected with help of spatula and 
Maryland forceps.Cystic duct and artery were 
dissected and isolated, clipped, 2 on proximal side 
and one distally.Laparoscopic scissor was used to cut 
between and then gallbladder was dissected from its 
bed. Gallbladder was extracted through epigastric 
port.     
Results:  In majority(99.61 %) it was successful, 
while  0.39% required open conversion.   Two 
patients for primary haemorrhage, slip of cystic 
artery in 1st 15 cholecystectomies. Ten patients had 
very dense adhesions. Age variation was from 16 
years to 90 years. Females were 72.80%. There was no 
mortality. Minor wound infection was seen in 0.96%. 
Majority (72.83%) were retained for 48 hours. 
Complications were seen in 1.06%. 
Conclusion: Laparoscopic cholecystectomy has 
safely replaced open surgery.  After proper selection 
open conversion is not usually required  
Key Words: Laparoscopic cholecystectomy, 
Cholelithiasis   
 
Introduction 
  Cholelithiasis  is the commonest biliary tract disorder 
demanding surgical intervention. 1st cholecystectomy 
was performed in 1887, then for almost 100 years there 
was no dramatic change in surgical approach to 
gallstone disease, until 1987, when 1st laparoscopic 
cholecystectomy was performed. Laparoscopic 
cholecystectomy has revolutionized the treatment of 
gall stone disease, being an important innovation of 
the 20th century and has become in  recent years the 
standard approach for managing symptomatic 
cholelithiasis. 1,2 With improvements in anesthesia and 
preoperative care LC was attempted as an outpatient 
cost-effective procedure, despite several concerns 
about patient safety which initially halted its 
worldwide acceptance.3-8 Laparoscopic approach has 
different set of complications as compared to open 
technique.  
 
Patients and Methods 
  In this descriptive study ,3100 patients, 2780 females 
and 320 male, with symptomatic Cholelithiasis were 
admitted in surgical department of Munir Hospital 
and Rai Medical Complex, Sargodha from October 
2001 to December 2013  and were subjected to 
laparoscopic cholecystectomy..Patients having a 
suspected, common bile duct stone, were excluded. 
Patients requiring conversion to open were also 
excluded from studies. All the patients were operated 
under general anaesthesia. Standard four port 
technique was adopted,after creating 
pneumoperitonium through Veress needle,umbilical 
port was introduced for laparoscope,one epigastric 
port both 1 cm and 2 ports in right hypochondrium of 
5 mm for instrumentation.Calots triangle was 
dissected with help of spatula and Maryland 
forceps.Cystic duct and artery were dissected and 
isolated,clipped, 2 on proximal side and one 
distally.Laparoscopic scissor was used to cut between 
and then gallbladder was dissected from its bed using 
sharp and blunt dissection.Haemostasis was secured 
by monopolar diathermy.Gallblader was extracted 
through epigastric port.Abdominal cavity was 
inspected at end and deflated. 2780 patients were 
operated by standard four ports technique, and 320 
patients all females, obese, required 5th port to retract 
heavy left lobe of liver, omentum and intestines. All 
the patients were asked to void urine before coming to 
operation theatre, all patients received antibiotic at the 
induction of anesthesia. Nasogastric tube was placed 
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in selected patients having gastric distention due to air 
entry before intubation and was removed after 
decompression of stomach. On completion of 
laparoscopic cholecystectomy, haemostasis was 
secured, sub hepatic space sucked to dry and suction 
drain was placed in 920 patients, all having acute 
cholecystitis ,empyema, and difficult dissection with 
dense adhesions. Patients having acutely inflamed and 
empyema  gall bladder were irrigated with normal 
saline, sucked and drain was placed in sub hepatic  
space  through lateral port.  At the end abdominal 
cavity was examined for untoward injuries and 
deflated. Epigastric and umbilical incision were closed 
with prolene suture at linea alba level and skin stitches 
applied. Nasogastric aspiration was done in 856 
patients all after 1st torcar entry and removed after 
decompression. Postoperatively   intravenous    fluids,  
analgesic,antiemetic and antibiotic were 
given.Injection diclofenac 75mg intramuscular 8 
hourly with added up injection nalbuphin 5-10 mg 
when required. Usually one or  two doses were 
needed. Patients having acute cholecystitis and 
empyema were given therapeutic dose of antibiotics, 
otherwise prophylactic antibiotic were given, usually 
injection cefuroxime  1.5g  i/v 8 hourly.  
Results 
   Laparoscopic cholecystectomy was performed in 
3100 patienbts. In 3088 (99.61 %) it was successful , 
while  12(0.39%)patients required open conversion.   
Two patients for primary haemorrhage, slip of cystic 
artery in 1st 15 cholecystectomy. 10 patients having 
very dense adhesions. Age variation was from 16 years 
to 90 years (Table 1). Females were 2780(72.80%) and 
males were 320,with a male to female ratio  of  1:8.6  In 
920 patients suction drain was placed in subhepatic 
place and drain was removed on 1st post operative day 
in almost all cases except one case in which small 
amount of greenish duodenal fluid came out. 
Abdomen remained soft in this patient, was 
discharged on 4th post op. day and drain was removed 
after 20 days with good recovery. 1 patient developed 
peritonitis  on 1st postoperative day, was explored. 
There was a duodenal perforation, Grahm’s closure 
was done with uneventful recovery. This patient was 
having dense adhesions, sharp dissection was done, 
probably was having cholecystoduodenal fistula. One 
patients developed right sub hepatic abscess after 
laparoscopic cholecystectomy for empyema  gall 
bladder. Ultra sound guided aspiration was done and 
patients recovered. There was no mortality and 
negligible morbidity. 842 patients were discharged 
with in 24 hours and all were discharged within 48 
hours.Not a single patient needed readmission.Minor 
wound infection was seen in 30 (0.96%). Majority 
(72.83%) were retained for 48 hours (Table 2). 
Complications were seen in 1.06%. 
 
Table 1: Laparoscopic cholecystectomy-Age 
profile 
Age (years) No(%) 
16 – 25 374(12.06) 
26 – 35 1121(36.16) 
36 – 55 1309(42.22) 
56 – 75 253(8.16) 
75 – above 4391.38) 
 
Table 2: Laparoscopic cholecystectomy-
Procedure variables and complications 
Port techniques No(%) 
4 port technique 2780 (89.67) 
5 port technique 320(10.32) 
Drain 
Suction drain 920(29.67) 
Nasogastric tube 836(26.96) 
Success rate 
Lap success 3088(99.61) 
Open conversion 12(0.67) 
Time of stay 
24 hours  842(27.16) 
48 hours 2258(72.83) 
Complications 
Duodenal perforation 01(0.03) 
Hemorrhage  02(0.06) 
CBD injury  Nil(-) 
Minor wound infection 30(0.96) 
 
Discussion 
The incidence of gallstones - one of the most important 
cause of morbidity in the world - should increase in 
next years due to obesity and older age, known risk 
factors in the development of Cholelithiasis. 9  
Currently, minimally invasive procedures, LC and 
MC, have largely replaced the procedure previously 
employed, the traditional cholecystectomy.10  However 
there are discussions about the advantages and 
disadvantages of minilaparotomy surgery in relation 
to laparoscopic.11  
    Risk of complication of laparoscopic 
cholecystectomy must neither be over nor underrated. 
laparoscopic surgery is not easy task for the surgeon. 
Good exposure of open surgery, thorough training as 
well as experience in laparoscopic surgery is essential 
for improvement of results. Recent data shows that 
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laparoscopic cholecystectomy is having low morbidity 
and mortality rate as compare to open surgery. One of 
difficult situation carrying an increased operating risk 
is shrunken, fibrosed  gall bladder with adherent 
duodenum, colon, omentum and common bile duct. 
Difficult to dissect in calots triangle in such situation. 
Patiants having recurrent attacks of acute cholecystitis, 
pericholecystitis  modify  the  local anatomy, difficult 
to identify cystic pedical and common bile duct. 
Antigrade cholecystectomy is difficult, high risk of 
common bile duct injury is there. It is easy to penetrate 
the liver parenchyma in acute cholecystitis, which may 
lead to post operative bile leak, haemorrhage and sub 
hepatic abscess. Gall bladder dissection may open up 
any accessory hepaticocholecystic duct, which should 
be identified and cliped, otherwise danger of post 
operative biloma and sub hepatic abscess formation. 
When bile leak of 750 ml in 24 hours persists in post 
operative period then ERCP and endoscopic 
sphincterotomy and /or billiary stenting is 
recommended. Bile duct decompression leads to 
cessation of bile leak then it is wise to have ultrasound 
guided aspiration and placement of sub hepatic drain . 
In our series 10 cases having accessory bile ducts were 
clipped . The most serious complication in 
laparoscopic cholecystectomy is bile duct injury, seen 
more frequently in laparoscopic cholecystectomy (1% 
of cases) than open cholecystectomy (0.5% of cases). 
This bile duct injury depends upon the surgeon 
experience and majority of the bile duct injury occur in 
the 1st 10 -15 laparoscopic procedures when a surgeon 
is in a learning curve. Haige et al. had six cases of 
common bile duct injury in a series of 350 laparoscopic 
cholecystectomies and occurred in 1st 15 laparoscopic 
operations performed by surgeon. We successfully 
completed out series of 3100 cases without a single bile 
duct injury. Regarding haemorrhage arterial injury is 
reason for conversion in our series. Two patients had 
cystic tic artery bleed by tenngensional incision, had 
haemorrhege, open conversion and haemostasis 
secured. Generally uncontrolled reaction of surgeon is 
more dangerous than haemorrhage itself.  Blind clip 
application, blind use of diathermy can cause severe 
injury to common bile duct. Improvements in 
anesthetic and surgical techniques have prompted 
surgeons to perform LC as an elective outpatient 
procedure. Recent systematic reviews and analysis 
have shown the safety and effectiveness of this method 
in selected patients, with reduced cost and high level 
of patient satisfaction. 12-14  Generally, OC is 
considered for seriously ill and older patients as 
indicated 15- 16  Low conversion rate is  attributed to 
adequate vision, minimal use of electrocautry at the 
Calots triangle, displaying the structure at Calots 
triangle before clipping and reconfirming anatomy 
from time to time. 17  
 
Conclusion 
1. Laparoscopic cholecystectomy is widely accepted 
and safe procedure. 
2. Factors which can lead to open conversion must be 
properly catered for . Nevertheless , if situation 
warrants hesitation to proceed towards open 
conversion can lend into an untoward course.  
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